Influenza activity in the United States began to increase in mid-November and remained elevated through February 8, 2014 . During that time, influenza A (H1N1)pdm09 (pH1N1) viruses predominated overall, while few B and A (H3N2) viruses were detected. This report summarizes U.S. influenza activity* during September 29, 2013-February 8, 2014, and updates the previous summary (1) . † 
Viral Surveillance
During
Antiviral Resistance of Influenza Viruses
Testing of pH1N1, influenza A (H3N2), and influenza B virus isolates for resistance to neuraminidase inhibitors (oseltamivir and zanamivir) is performed at CDC and public health laboratories using a functional assay. Additional pH1N1 and influenza A (H3N2) clinical samples are tested for mutations of the virus known to confer oseltamivir resistance. Since October 1, 2013, a total of 3,314 influenza viruses have been tested for antiviral resistance, including 3,109 pH1N1 viruses, 151 influenza A (H3N2) viruses, and 54 influenza B viruses. Of the 3,109 pH1N1viruses tested, 25 (0.8%) were resistant to oseltamivir. Of the 1,120 pH1N1 viruses tested for resistance to zanamivir, all (including all oseltamivir-resistant viruses tested) were sensitive to zanamivir. All influenza A (H3N2) and influenza B viruses tested were sensitive to both oseltamivir and zanamivir.
Outpatient Illness Surveillance
Since September 29, 2013, the weekly percentage of outpatient visits for influenza-like illness (ILI) ¶ reported by approximately 2,000 U.S. Outpatient ILI Surveillance Network (ILINet) providers in all 50 states, New York City, Chicago, the U.S. Virgin Islands, Puerto Rico, and the District of Columbia, which comprise ILINet, has ranged from 1.2% to 4.6% and was at or above the national baseline** of 2.0% from the week ending November 30, 2013 (week 48) to February 8, 2014 (week 6) ( Figure 2 ). Peak weekly percentages of outpatient visits for ILI ranged from 2.4% to 7.6% from the 1997-98 through 2012-13 seasons, excluding the 2009 pandemic. For the week ending February 8, 2014 (week 6), all 10 regions reported ILI activity above their region-specific baseline levels. This is the 14th week this season during which one or more region-specific baselines were exceeded. Data collected in ILINet are used to produce a measure of ILI activity † † by jurisdiction. 
Geographic Spread of Influenza Activity
For the week ending February 8, 2014 (week 6), the geographic spread of influenza § § was reported as widespread in 24 ¶ Defined as a fever (≥100°F [≥37.8°C]), oral or equivalent, and cough and/ or sore throat, without a known cause other than influenza. ** The national and regional baselines are the mean percentage of visits for ILI during weeks with little or no influenza virus circulation (noninfluenza weeks) for the previous three seasons plus two standard deviations. A noninfluenza week is defined as periods of ≥2 consecutive weeks in which each week accounted for <2% of the season's total number of specimens that tested positive for influenza. National and regional percentages of patient visits for ILI are weighted on the basis of state population. Use of the national baseline for regional data is not appropriate. † † Activity levels are based on the percentage of outpatient visits in a jurisdiction attributed to ILI and are compared with the average percentage of ILI visits that occur during weeks with little or no influenza virus circulation. Activity levels range from minimal, which would correspond to ILI activity from outpatient clinics being at or below the average, to high, which would correspond to ILI activity from outpatient clinics being much higher than the average. Because the clinical definition of ILI is very nonspecific, not all ILI is caused by influenza; however, when combined with laboratory data, the information on ILI activity provides a clearer picture of influenza activity in the United States. § § Levels of activity are 1) no activity; 2) sporadic: isolated laboratory-confirmed influenza case(s) or a laboratory-confirmed outbreak in one institution, with no increase in ILI activity; 3) local: increased ILI, or at least two institutional outbreaks (ILI or laboratory-confirmed influenza) in one region of the state, with recent laboratory evidence of influenza in that region and virus activity no greater than sporadic in other regions; 4) regional: increased ILI activity or institutional outbreaks (ILI or laboratory-confirmed influenza) in at least two but less than half of the regions in the state with recent laboratory evidence of influenza in those regions; and 5) widespread: increased ILI activity or institutional outbreaks (ILI or laboratory-confirmed influenza) in at least half the regions in the state, with recent laboratory evidence of influenza in the state. 
Influenza-Associated Hospitalizations
CDC monitors hospitalizations associated with laboratoryconfirmed influenza in adults and children through the Influenza Hospitalization Surveillance Network (FluSurv-Net), ¶ ¶ which ¶ ¶ FluSurv-NET conducts population-based surveillance for laboratoryconfirmed influenza-associated hospitalizations among children aged <18 Incidence rates are calculated using CDC's National Center for Health Statistics population estimates for the counties included in the surveillance catchment area. Laboratory confirmation is dependent on clinician-ordered influenza testing, and testing for influenza often is underutilized because of the poor reliability of rapid influenza diagnostic test results and greater reliance on clinical diagnosis for influenza. As a consequence, the number of cases identified as part of influenza hospitalization surveillance likely is an underestimation of the actual number of persons hospitalized with influenza. (week 6), a total of 6,655 laboratory-confirmed influenzaassociated hospitalizations were reported. This yields a rate of 24.6 hospitalizations per 100,000 population ( Figure 3 ). Persons aged ≥65 years had the highest influenza-associated hospitalization rate (50.9 per 100,000), followed by those aged 50-64 years (38.7 per 100,000), 0-4 years (35.9 per 100,000), 18-49 years (16.8 per 100,000), and 5-17 years (6.6 per 100,000). Of the 6,655 influenza-associated hospitalizations that have been reported, 9.4% were reported in persons aged 0-4 years, 4.5% in those aged 5-17 years, 61.2% in those aged 18-64 years, and 24.8% in those aged ≥65 years ( Figure 4) . Among cases, 6,328 (95%) were associated with influenza A virus infection, 253 (3.8%) were associated with influenza B, 21 (0.3%) were associated with influenza A and B coinfections, and 53 (0.8%) had no virus type information. Among those with influenza A subtype information, 39 (1.4%) were associated with influenza A (H3), and 2,766 (98.6%) were pH1N1. The frequency distribution of chronic underlying medical conditions among hospitalized patients is based on a subset (approximately 30%) of cases with complete medical chart abstraction and may change as new data become available. Among hospitalized adults, 15% had no identified chronic underlying medical conditions, compared with 43% percent of hospitalized children. The most commonly reported chronic underlying medical conditions in adults were obesity (43%), metabolic disorders (33%), cardiovascular disease (29%), and chronic lung disease (excluding asthma) (27%). In children (persons aged <18 years), the most commonly reported chronic underlying medical conditions were asthma (24%), neurologic disorders (13%), obesity (10%), and chronic lung disease (excluding asthma) (8%). Among 301 hospitalized women of childbearing age (15-44 years), 65 (22%) were pregnant.
Pneumonia and Influenza-Associated Mortality
During the week ending February 8, 2014 (week 6), pneumonia and influenza (P&I) was reported as an underlying or contributing cause for 8.4% (1,023 of 12,180) of all deaths reported to the 122 Cities Mortality Reporting System. This percentage is above the epidemic threshold*** of 7.3% for that week. Since September 29, 2013, the weekly percentage of deaths attributed to P&I ranged from 5.3% to 8.7%. The percentage first exceeded the epidemic threshold during the week ending January 11, 2014 (week 2) and remained elevated through the week ending February 8, 2014 (week 6). Peak weekly percentages of deaths attributable to P&I in the previous five seasons ranged from 7.9% during the 2008-09 and 2011-12 seasons to 9.9% during the 2012-13 season.
Among 14,628 P&I deaths reported through the 122 Cities Mortality Reporting System from September 29, 2013 to February 8, 2014, a total of 571 (3.9%) were influenzaassociated (i.e., they had influenza listed on the death certificate as an underlying or contributing cause of death), of which 352 (62%) were in persons aged 25-64 years, 194 (34%) in persons aged ≥65 years, and 25 (4%) in persons aged 0-24 years ( Figure 4 ).
Influenza-Associated Pediatric Mortality
As of February 8, 2014 (week 6), 50 influenza-associated pediatric deaths that occurred in the 2013-14 season were reported to CDC: one was associated with an influenza B virus, 29 with pH1N1 viruses, 17 with an influenza A virus for which no subtyping was performed, one with an *** The seasonal baseline proportion of P&I deaths is projected using a robust regression procedure in which a periodic regression model is applied to the observed percentage of deaths from P&I that were reported by the 122 Cities Mortality Reporting System during the preceding 5 years. The epidemic threshold is set at 1.645 standard deviations above the seasonal baseline. 
Editorial Note
Influenza activity in the United States began to increase in mid-November and remained elevated and widespread as of February 8, 2014 . During September 29, 2013-February 8, 2014, pH1N1 accounted for the majority of circulating influenza viruses, but influenza A (H3N2) and influenza B viruses also were identified. This season, influenza activity first increased in the southern states. By the end of December 2013, high influenza activity was seen throughout the United States. During the first 4 weeks of 2014, influenza activity decreased in the southeast and south central areas of the United States but began increasing in the west and northeast areas. Elevated influenza activity in parts of the United States is expected for several more weeks.
Surveillance data from previous influenza seasons have shown that the epidemiology of influenza is related to the circulating subtype, which can vary by season. This is the first season that pH1N1 has been the predominant influenza virus circulating in the United States since this subtype emerged in 2009. Although illness was seen in all age groups during the 2009 pandemic, persons aged 50-64 years had the highest influenza-associated death rate and second highest influenza-associated hospitalization rate among all age groups (2). Preliminary surveillance data for the 2013-14 influenza season suggest that although overall disease prevalence is lower than during the 2009 pandemic, persons aged 18-64 years are again at relatively high risk for severe illness from influenza this season. As of February 8, 2014, persons aged 18-64 years represented 4,077 (61%) of influenza-associated hospitalizations reported by FluSurv-NET. In contrast, during the past three seasons in which H3N2 or B influenza viruses predominated, persons aged 18-64 years accounted for only 35% (2012-13), 40% (2011-12), and 43% (2010-11) of all influenza-associated hospitalizations reported by FluSurv-NET (Figure 4 ). For the 2013-14 season, cumulative influenza-associated hospitalization rates for persons aged 18-49 years (16.8 per 100,000) and 50-64 years (38.7 per 100,000) in FluSurv-NET have already surpassed the end-of-season rates from three of the previous four seasons (3) .
During the three previous influenza seasons, the total number of P&I deaths reported through the 122 Cities Mortality Reporting System ranged from 37,444 to 41,708, of which <1% to 2% were deaths for which influenza was listed on the death certificate as an underlying or contributing cause of death. Although the age distribution of pneumonia deaths this season is similar to previous seasons, the age distribution of influenza deaths has changed. The number of influenza deaths during the current season (through The more severe impact of pH1N1 on adults aged 18-64 years seen this season and during the pandemic is thought to result from at least two factors. First, persons in this age group likely lack the cross-protective immunity to pH1N1 seen in adults aged ≥65 years, which was likely acquired from past infection with antigenically related viruses (4). Second, preliminary vaccination coverage estimates for this season indicate that by early November 2013, adults aged 18-64 years had been vaccinated against influenza at a rate substantially lower (33.9%; 95% confidence interval [CI] = 31.9%-35.9%) than those aged 6 months-17 years (41.1%; 95% CI = 38.8%-43.4%) and ≥65 years (61.8%; 95% CI = 57.9%-65.7%) (5). In previous years, adults aged 18-64 years also have been less likely to receive influenza vaccine, compared with persons in other age groups (5) . Although some persons infected with pH1N1 during the 2009 pandemic might retain some residual immunity, this protection has likely declined over time. Furthermore, seroprevalence studies showed that only a minority (approximately 35% of all ages combined) were seropositive for pH1N1 after the 2009 pandemic, with even smaller percentages (26%) among those aged 25-64 years (6) .
Surveillance data available from the 2013-14 season are a reminder that, although some age groups are at increased risk of influenza complications every year (e.g., adults aged ≥65 years), influenza can cause severe illness in persons of any age, even in adults aged 18-64 years. Vaccination is the primary means to prevent influenza and its complications and is recommended annually for all persons aged ≥6 months. Data from the current and two previous influenza seasons suggest that vaccination reduced the risk for medical visits associated with influenza by 47%-61% (7, 8) . Health-care providers should continue to recommend and offer influenza vaccine for the remainder of the season to all unvaccinated persons aged ≥6 months.
Early and aggressive treatment of influenza with neuraminidase inhibitor antiviral drugs should be used when indicated, and data from this season show that pH1N1 remains susceptible to these agents. Currently circulating influenza A virus strains have shown resistance to amantadine and rimantadine, also known as adamantanes; therefore, adamantanes are not recommended for antiviral treatment or chemoprophylaxis of currently circulating influenza A virus strains (9) . Antiviral treatment is recommended as early as possible (ideally within 48 hours of illness onset) for patients with severe illness (e.g., patients hospitalized with influenza) or patients at high risk for serious influenza complications, including children aged <2 years, adults aged ≥65 years, and persons with certain underlying medical conditions (10) . † † † If treatment can be initiated within 48 hours of illness onset, antiviral medications also may be considered for outpatients with suspected or confirmed influenza who are not known to be at increased risk for developing severe illness (10) .
Influenza surveillance reports for the United States are posted online weekly and are available at http://www.cdc.gov/flu/ weekly. Additional information regarding influenza viruses, influenza surveillance, influenza vaccine, influenza antiviral medications, and novel influenza A infections in humans is available at http://www.cdc.gov/flu.
